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Abstract
Purpose –Workplace silence impedes productivity, job satisfaction and retention, key issues for the hospital
workforce worldwide. It can have a negative effect on patient outcomes and safety and human resources in
healthcare organisations. This study aims to examine factors that influence workplace silence among hospital
doctors in Ireland.
Design/methodology/approach – A national, cross-sectional, online survey of hospital doctors in Ireland
was conducted in October–November 2019; 1,070 hospital doctors responded. This paper focuses on responses
to the question “If you had concerns about your working conditions, would you raise them?”. In total, 227
hospital doctor respondents (25%) stated that they would not raise concerns about their working conditions.
Qualitative thematic analysis was carried out on free-text responses to explore why these doctors choose to opt
for silence regarding their working conditions.
Findings –Reputational risk, lack of energy and time, a perceived inability to effect change and cultural norms
all discourage doctors from raising concerns about working conditions. Apathy arose as change to working
conditionswas perceived as highly unlikely. In turn, this had scope to lead to neglect and exit. Voicewas seen as
risky for some respondents, who feared that complaining could damage their career prospects and workplace
relationships.
Originality/value – This study highlights the systemic, cultural and practical issues that pressure hospital
doctors in Ireland to opt for silence around working conditions. It adds to the literature on workplace silence
and voice within the medical profession and provides a framework for comparative analysis of doctors’ silence
and voice in other settings.
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Organisational voice and silence are of vital importance in healthcare settings, impacting
staff experiences, organisational capabilities and patient safety (Dixon-Woods et al., 2019;
Martin et al., 2018; Wilkinson et al., 2015). The right for health workers to express concerns
about working conditions is enshrined in the Conventions of the International Labour
Organisation (Wiskow, 2017). Learning from the voices of frontline staff is key for
responsive health services and competitive healthcare organisations and is particularly
important in the context of the COVID-19 pandemic where healthcare systems and
organisations need to act and learn as fast as possible (Bohmer et al., 2020; Daphna-Tekoah
et al., 2020). However, studies of health workers across the world show that their concerns
can often go unheard or unexpressed (Hughes, 2019; Landgren et al., 2016; Lock et al., 2017).
This research builds on existing work on organisational voice in a healthcare context,
examining the reasons why hospital doctors in Ireland are reluctant to voice their concerns
about their working conditions. Importantly, voice and silence are distinct behaviours, such
that enablers of voice may not be sufficient to overcome silence (Knoll and Redman, 2016).
This has resulted in calls for research to focus on why employees withhold their voice and
engage in silence.
This study sheds light on the organisational, professional and cultural factors
contributing to that silence in Irish hospital medicine and provides insights that should be
relevant to hospital medicine in other country contexts. Previous studies of doctors in Ireland
and Irish emigrant doctors overseas have touched on issues of voice in relation to unfair
treatment (Crowe et al., 2017) or in the use of exit over voice (Humphries et al., 2019). This
paper builds on the issues these studies introduce, offering a more detailed analysis of
doctors’ silence in the Irish setting, with wider relevance to studies of silence on working
conditions in health outside Ireland. Reducing silence and enhancing voice mechanisms may
help the Irish health system improve learning and support its workforce and reduce the
likelihood of emigration and burnout.
The Republic of Ireland operates a two-tiered public–private health system, with the
delivery of public health services under the remit of the Health Service Executive (HSE).
Ireland’s public health system has been severely strained and underfunded for decades,
particularly since the global financial crisis of 2008 and subsequent austerity measures,
which have cut public service funding (Burke et al., 2014; McGowan et al., 2013; Turner, 2018).
This has resulted in deteriorating job quality for hospital doctors: reduced resourcing, heavier
workloads and longer working hours. In turn, these issues have driven high rates of doctor
emigration (Brugha et al., 2016; Humphries et al., 2019a, b). Amongst those doctors who
remain in Ireland, burnout has been found to be high (Hayes et al., 2019; McNicholas et al.,
2020; O’Dea et al., 2017). At the time of writing, the Irish health system also faces significant
changes and challenges due to the introduction of the Slaintecare healthcare system reforms
scheduled for the 2018–2028 period (Burke et al., 2018) and, though after the data collection
period of this research, the COVID-19 pandemic (Kennelly et al., 2020).
Workplace silence and voice
In organisational literature, silence has a variety of different definitions and interpretations.
Silence can be understood at an organisational or group level, stemming from a systemic lack
of formal voice mechanisms within an organisation (Morrison and Milliken, 2000), a
workplace culture of contempt for voice (Morrison and Milliken, 2000; Wilkinson et al., 2015)
or poor “psychological safety”, the belief that the work environment is unsafe for personal
risk-taking (Edmondson, 2019). Ineffective or lack of organisational change can cause a “deaf
effect” (Jones and Kelly, 2014; Martin et al., 2018) where voices calling for change are neither
heard nor actioned and the status quo remains.
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Silence can also be understood on a personal, individual level, as a conscious withholding
of voice from the organisation by an individual employee (Pinder and Harlos, 2001; Van Dyne
et al., 2003). Silence may be driven by apathy, labelled “acquiescent silence” (Pinder and
Harlos, 2001; Van Dyne et al., 2003), a passive form of silence where voice is desired by
workers but not expected to bring about change, leading to disengagement. Silence may also
stem from fear, labelled “quiescent” (Pinder and Harlos, 2001) or “defensive” (Van Dyne et al.,
2003) silence, where the individual employee perceives negative consequences for themselves
if they speak out. This is an active form of silence, where risks of using voice are consciously
weighed and silence chosen as the best personal strategy.
Silence is shaped by a range of contextual and individual factors that inform howworkers
perceive the efficacy and safety of speaking out or remaining silent (Morrison, 2011; Withey
and Cooper, 1989). Working lives are mediated by a range of “conversion factors” (Hobson,
2013) that enable or constrain workers’ agency: societal and regulatory factors like laws or
socio-cultural norms (macro), organisational and departmental factors like policies and
institutional norms (meso) and individual dispositions, beliefs and domestic factors like
family or financial needs (micro) (Wilkinson et al., 2018a, b). These “conversion factors” and
forms of “capital” come together in different ways for different workers; some are silent and
have limited opportunities to use their voices to achieve the change they desire, while others
are enabled and empowered to use their voices for change. Factors causing silence and
enabling voice may also overlap for some individuals (Knoll and Redman, 2016).
The concept of voice has been identified and characterised in a variety of ways across
organisational literature. Voice can be understood as discretionary, informal communication
upwards within the organisation, aiming to bring about change when employees are
dissatisfied (Hirschman, 1970; Morrison, 2011). Hirschman positions voice alongside exit and
loyalty as options for dissatisfied employees; Rusbult et al. (1982) add neglect to this list of
options. Voice is also understood as a system-level phenomenon, rather than an individual
one; the process through which employees make actions and appeals for change, and
contribute to organisational decision-making, through the employer or a union (Pyman et al.,
2006; Wilkinson et al., 2004; Wilkinson et al., 2018a, b). In justice terms, voice is understood as
the provision of testimony or whistleblowing to uncover serious organisational problems
(Kenny, 2019; Pinder and Harlos, 2001).
Good voice experiences – being able to raise concerns at work and have them actioned
with no negative repercussions – are linked positively to employees’ commitment,
engagement, sense of belonging, self-esteem and job satisfaction (Edmonson, 2009;
Morrison and Milliken, 2000; Ryan and Oestreich, 1991). Working without effective
mechanisms to voice concerns can negatively influence psychological and physiological well-
being (Morrison andMilliken, 2000). Conversely, silence, stemming from an inability to safely
raise concerns at work and have them effectively actioned, has been shown to render
employees less motivated, satisfied and engaged at work, less adaptable to organisational
change and less committed to remain part of the organisation (Morrison and Milliken, 2000;
Ryan and Oestreich, 1991). Ultimately, silence can generate apathy, making employees more
likely to exit their organisation or system, or to be neglectful of themselves or their work,
calling in sick or late, losing interest, making errors and processing problems poorly (Ryan
and Oestreich, 1991; Withey and Cooper, 1989).
Silence and voice in the healthcare context
Voice has a unique dimension in the healthcare context: asWilkinson et al. (2020, p. 562) state,
“any given concern or issue a healthcare worker has may relate specifically to patient care or
their own well-being and working conditions”. Healthcare workers, including doctors, have





e.g. Ward et al., 2019), and most reportedly will do so (Landgren et al., 2016; Schwappach and
Richard, 2018). Much of the literature on voice in the healthcare context focuses on voice in
patient welfare (Wilkinson et al., 2020). However, doctors are often silent when it comes to
issues relating to their own professional conditions (Martinez et al., 2017; Wilkinson et al.,
2020). The health sector has begun to take the turn towards “fostering climates and cultures
of respect—in part encouraged by the realization that high-reliability organizations in other
sectors do likewise” (Dixon-Woods et al., 2019, p. 579), but progress has been slow and
difficult.
While, on paper, many hospitals have adopted staff voice mechanisms (Wilkinson et al.,
2018a, b), in practice, poor implementation of staff suggestions or “organisational deafness”
has been identified as rife in healthcare settings (Attree, 2007; Pope and Burnes, 2013;
Wilkinson et al., 2018), leading to apathy amongst doctors. Avgar et al. (2016) suggest that
hospitals where doctors and administrators work collaboratively are more likely to have less
silence. Yet, the cultural divides between doctors and administrators are widespread in
contemporary hospitals, which create a barrier to engagement and collaboration (Keller et al.,
2019). Voice and union effectiveness in hospitals are also closely linked (Avgar et al., 2016), yet
Lipset et al. (2004), studying professional union participation in both Canada and the USA,
suggest that physicians are largely reluctant to join unions or use them for industrial action
as they consider them “unprofessional”.
Professional culture in medicine is a key factor influencing silence around working
conditions. The medical profession sets norms that govern professional identity, conduct and
belonging, which are communicated to new entrants to the profession via the formal and
“hidden curriculum” (Mahood, 2011; Monrouxe, 2010). Several international studies of medical
culture argue that the expectation of silence about negative work experiences is central to the
“hidden curriculum” within medicine (Helmreich and Merritt, 1998; Wear and Zarconi, 2010).
Professional medical culture may also be seen to constitute a “field” in the sense of Bourdieu
(1982), where those at the core with high cultural and social capital set and emphasise norms,
while those on the periphery with less cultural and social capital have less legitimacy in the
field (Anheier et al., 1995). In medicine, the stratified power structures and power bases within
the field dictate who does not have the “capital” to be able to use voice safely – those lower in
the professional hierarchy, women and those from overseas (Luke, 2003).
The health sector, then, has several factors that foster different reasons and outcomes for
silence than other sectors. It is governed by powerful cultural forces and values, often
dissociated from the administrative structures that manage doctors as workers. Unlike in
other sectors, the nature of healthcare work is also not focused on productivity or economic
output, but on treating all patients to the extent of their abilities and treatments. The
outcomes of silence – exit, neglect, workplace error, reduced engagement and adaptability,
and poor well-being – are of particular significance in healthcare. However, while these
outcomes have been well documented and publicised, comparatively little attention has been
paid to the reasonswhy doctors remain silent. This prompted the focus in this paper on those
respondents who would not voice concerns about working conditions and exploration of the
factors behind this decision.
Method
This paper analyses voice-related closed and open-ended questions from a national cross-
sectional survey of hospital doctors in Ireland. Using the Qualtrics online survey tool, the
survey was distributed to a grade-stratified sample of 5,356 hospital doctors via the national
Medical Register, with the assistance of the Medical Council of Ireland (for more information
on methods, see Humphries et al., 2020). An overall response rate of 1,070 responses (20%)
was achieved – in line with similar surveys of hospital doctors (O’Brien et al., 2019; Shanafelt
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et al., 2019) – which was reduced to 990 after filtering out incomplete responses. The survey
included a mix of quantitative and open-response qualitative questions. In total, 895
respondents answered the question “If you had concerns about your working conditions,
would you raise them?”; 450 stated they would, 227 stated they would not and 208 were
unsure.
Survey respondents who answered that theywould not raise concerns about their working
conditions were given a follow-up open-text question asking them to elaborate why not.
Respondents who answered “yes” or “unsure” to raising working conditions were not
prompted to elaborate. In total, 200 “no” respondents elaborated on their responses, and these
were analysed utilising a thematic textual analysis approach (Braun and Clarke, 2006). This is
a method used effectively in other mixed methods studies in health services research
(Humphries et al., 2015, 2020; Popping, 2015). A combination of inductive and deductive coding
was employed (Fereday and Muir-Cochrane, 2006). Deductive themes of apathy and fear
(i.e. acquiescent and quiescent silence) were generated, in accordance with Pinder and Harlos
(2001). Broader inductive themes and subthemes were also identified in the responses and
coded (Figure 1). Coding was completed by the first author and revised through iterations.
Verbatim quotes from respondents are used throughout the paper, and respondents are
referred to asR (Respondent), XXX (survey number), followed by their grade (i.e. Intern, Senior
House Officer (SHO), Registrar, Specialist Registrar (SpR), Consultant).
The 227 respondent doctors whowould not voice concerns about their working conditions





















Total respondents 227 (%)
Gender Male 108 (48)
Female 117 (51)
Prefer not to say 2 (1)
Citizenship country Irish 172 (76)
EU country 17 (7)
Non-EU country 38 (17)





Status Non-consultant hospital doctor (NCHD) (yes) 192 (85)
















demographic profile of these by gender, country of citizenship, country of qualification, grade
and locum status.
“Working conditions” were not explicitly defined in the survey and were open to
respondents’ own interpretations. The majority of respondent doctors did not specify any
particular “working conditions” they had concerns about in their free-text responses; specific
issues and conditions raised by some respondent doctors included staffing and health service
funding levels, working hours, conflict between healthcare workers and conflict with hospital
administration and the HSE systems. These align with working conditions that hospital
doctors in Ireland, and expatriate Irish doctors in other countries, have identified as
problematic in previous studies (Humphries et al., 2015; Humphries et al., 2019a, b; McGowan
et al., 2013).
Findings
Apathy: the improbability of change
Among silent doctors, silence driven by apathy was more common than fearful silence. In the
200 text responses analysed, there were 140 apathetic responses and 78 fearful responses; 18
respondents gave multiple reasons both apathetic and fearful for their silence. Apathetic
respondents saw no personal risk inherent in speaking out, but no potential for change. They
had little hope that the hospital or health system, already under strain, was likely to change:
Management are well aware of these concerns, and yet have no willingness to do anything about
them. Raising them again would not be of benefit (R334, Consultant).
Raising concerns about lack of resources in the HSE would be like raising my concern about global
warming (R165, Intern).
Some felt powerless in effecting change:
It’s easier to get on with it than put time and effort into changing things that are not in my power to
change (R391, SpR).
[I’m] not sure that it would help or that anybody would listen to me (R357, Intern).
Respondents also indicated that from a practical point of view, their heavy workloads left
them with a limited amount of time to push for improved working conditions:
I do not have the time or energy to try and promote that change on top of my full-time job (R39,
Intern).
There’s no time in the working week to fight for change (R153, SHO).
Normalising silence
Culture heavily influenced the silence of many respondent doctors. This was reported as a
mix of an Irish cultural attitude towards complaint, a feature of the organisational culture of
the health system, and a professional culture withinmedicine, all of which encouraged a silent
acceptance of working conditions:
[There’s] an Irish attitude of “get on with it” (R969, SpR).
Lots of talking but no action, no political will. It’s the Irish way unfortunately (R987, Intern).
Raising these concerns achieves no positive outcome. It is considered the “norm” in most. . .hospitals
in Ireland (R386, SHO).
For new entrants, messaging about voice norms came from their peers and superiors:
JHOM
I’ve had multiple doctors, of various levels, express that “this is what working as a doctor is” (R57,
Intern).
[There’s an] atmosphere of we went through this so you should too. Feels like a “rite of passage”
(R365, Intern).
Silence is safer for the vulnerable
For many hospital doctors, career stage and grade were important factors in dictating
whether they considered it appropriate to raise concerns about their working conditions.
Many non-consultant hospital doctor respondents were reluctant to speak up about working
conditions out of concern for the risk to their career. These doctors are employed on
temporary six-month contracts until they progress to consultant grade, which takes a
minimum of nine years. Many felt that they lacked the security and seniority to voice
concerns and make change happen:
NCHDs are essentially told to put up with the way things are (R207, SpR).
Junior docs are powerless. . .nobody wants to hear it, consultants do not support [us]
(R188, SHO).
Interns felt particularly reluctant to voice concerns. They remained silent because they were
new to the hospital and to the realities of life as a hospital doctor, but also because of their lack
of seniority. Some established these voice norms themselves:
As an intern I am new and feel I do not deserve to [speak up] yet because I have not worked as long as
others (R58, Intern).
I do not feel comfortable as an intern asking a locum consultant [or] complaining to [a] registrar
(R142, Intern).
Non-consultant hospital doctors were highly conscious of the reputational risks of
voice, and often saw speaking up as a career risk outweighing any benefit they
might gain.
It would risk earning me a reputation as being difficult to work with (R183, Reg).
I would be known as someone who caused a problem (R1014, Intern).
Non-consultant hospital doctors felt like they needed good references from senior hospital
doctors to progress their careers and faced a risk of stalled or blocked career progression if
they voiced concerns:
The consultants would not be happy [with me] and I need their reference (R785, SHO).
Respondents pointed out that as a small country, Ireland has a relatively small medical
profession who are highly interconnected. This can be beneficial for training and collegiality
but heightens reputational concerns and may discourage voice:
In a system as small as Ireland, the consultants you complain to will be the same ones writing your
references [or] sitting on the [training] interview panels, [it’s] better and wiser to just put up with it
(R354, SHO).
Some female doctors argued that speaking out would change nothing and would attract the
sort of negative gendered stereotyping that might damage their professional reputation:
I would worry about being seen as a nag or troublemaker (R779, Female SpR).





Some non-European doctors felt that not being Irish citizens made them outsiders whowould
be less likely to be listened to:
I’ve been told Irish people protect each other and [if I report problems] in the end I’ll be the laughing-
stock (R462, SHO).
As a non-EU citizen. . . I feel I have no voice and my work and abilities [are] not recognised
(R879, Reg).
In addition, some non-European doctors felt that speaking out might damage their
reputations, career progression and job security:
As I’m a non-Irish doctor the administration does not care about my concerns, they feel like I’m easy
to replace (R410, Reg).
I need to have my contract and work permit renewed every 6 months [so] I do not want to be seen as
being difficult or not hardworking (R553, SHO).
Implications of perceived need for silence
When lacking the desire or ability to voice, respondentswere left to consider their options. For
many, there was little choice but to continue working on in silence, blocking out any concerns
about their working conditions:
Everyone has the same concerns, it’s just [become] white noise (R158, Intern).
This is tolerable when you know you are only going to be in a centre for a yearmax. . . disincentive to
change (R171, SpR).
However, for others, their concerns were significant enough to mean that continuing in
silence was not an option. For these respondents who maintained that voice was impossible
and ineffective, the only remaining option was exit, either leaving the job, the country or the
medical profession:
[I] would rather leave [the] job, [I] do not think the system has room to change working conditions
(R53, SHO).
I’m considering leaving this profession because of the conditions and I do not think the change will
come quickly enough to stay working as a doctor in Ireland (R528, Intern).
Silence for self, voice for others
While respondent doctors would not speak up about their own working conditions, many
drew a distinction between speaking up for themselves and speaking up on issues directly
related to patient safety:
I have raised legitimate clinical concerns in the past. . . [but] I have little hope for concerns regarding
NCHD working conditions (R68, SpR).
No point raising concerns about our own working conditions because nothing will change. [But] I
would immediately raise concerns if they related to a patient’s care, and have done so in the past
(R354, SHO).
While senior doctors were less likely to be silent than junior doctors, some who did choose
silence drew a distinction between speaking up for themselves and speaking up for those
under their supervision:
I would and have for junior doctors and nurses. For myself. . .I think I would not take the mental
strain [of speaking up] (R349, Consultant).
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Discussion
These findings suggest that there are many factors that influence workplace silence among
hospital doctors in Ireland. Among these, improvements in Irish state finances (2013–2019)
have not translated into improvements in working conditions for hospital doctors (Burke
et al., 2014; Humphries et al., 2019a, b). The survey responses suggest that this lack of
improvement has bred a sense of apathy among hospital doctors and an acceptance of poor
working conditions. Yet, as Edmondson (2019, p. 26) argues, “psychological safety is essential
to unleashing talent” across the entire workforce. Responding to workplace silence,
encouraging voice without stigma and using feedback to inform health system
improvements will require system and cultural solutions.
Silence and apathy
While studies from the corporate world suggest that employees are more likely to keep silent
out of fear rather than apathy (Milliken et al., 2003; Ryan and Oestreich, 1991), respondent
doctors in in this study reported being more likely to remain silent about working conditions
due to apathy than fear, and this was identified across all demographics of those who said
they would not voice. This is similar to findings by Pope and Burnes (2013) in the UK’s
National Health Service (NHS), suggesting that silence in the healthcare sector might stem
more from organisational deafness and stagnation than from a culture of silence. The danger
for the Irish health system is that apathy among hospital doctors may further compound the
problem of silence and dissuade voice (Pinder and Harlos, 2001), allowing problems with
working conditions to proliferate and deteriorate.
Findings from the responses suggest that junior hospital doctors in Ireland, particularly
interns, feel they have less cultural capital within the profession, that their concerns are
perceived as less professionally legitimate and are more silent than others. This aligns with
studies of junior doctors in other countries (Landgren et al., 2016; Luke, 2003; Martinez et al.,
2017). Non-consultant hospital doctors are also on temporary contracts, and regularly change
workplaces, which reflects Garsten’s (1999) findings on the liminal and peripheral status of
temporaryworkers in the workplace. If apathy towards voice becomes endemic among junior
doctors, this may further entrench a status quo of silence and make it more difficult to
encourage voice.
Silence and vulnerability
Another group prone to workplace silence are those who feel vulnerable within their
professional culture and worry that voice might damage their professional reputation,
particularly non-consultant hospital doctors. They reported feeling vulnerable on multiple
fronts: they are temporary employees, they are trainees or aspiring trainees and most aspire
to achieving a secure consultant status in the Irish health system. These factors interact to
encourage silence.
Competition for places in basic and higher specialist training programmes is intense, and
professional connections and references from supervising consultants or clinical directors
can be highly influential in the selection progress. These structures make trainees vulnerable
to reputational capital and the negative consequences of voice, motivating silence; many non-
consultant hospital doctor respondents felt that voicing their concerns about working
conditions might harm their future career opportunities. It is also difficult for non-consultant
hospital doctors to voice through professional lobby groups (Hendrick, 2017): while health is
one of the most prominent issues raised to the Irish government by lobby groups every year
(Register of Lobbying Ireland, 2019), the most vocal medical lobby groups are made up of
consultant doctors only, such as the Irish Hospital Consultants Association (IHCA) and the





Other factors on a demographic level, such as gender and citizenship, may further
compound this vulnerability. Some female doctors and non-European doctors also felt they
had less cultural capital within Irishmedicine andwere peripheral to those who set the norms
and have legitimacy within the profession to be able to use voice safely. Many female doctors
were particularly concerned about acquiring reputations that played into gender stereotypes,
echoing similar findings from studies of women’s workplace voice (Babcock and Laschever,
2003; Meares et al., 2004; Pinder and Harlos, 2001; Ryan and Oestreich, 1991). Although the
medical profession in Ireland has become increasingly “feminized” in recent decades,
McAleese (2013, p. 12) argues that there remains “a gender bias against female doctors”,
which may make some feel vulnerable and less confident in voicing concerns. Many non-
European doctors were also concerned about the reputational risks of voice. The Irish health
system employs almost 2,500 non-consultant hospital doctors in non-training positions, 40%
of the total cohort of 6,500 non-consultant hospital doctors; over 70% of these non-trainee
non-consultant hospital doctors are non-European doctors (Medical Council of Ireland, 2018).
Without access to training, these doctors are unable to progress their career; this may
encourage them to stay silent to ensure good reputations and references and improve their
chances of selection for further contracts or training posts. As part of their migration
permission, these doctors are required to maintain consistent employment contracts to have
their visas renewed every sixmonths (Department of Justice and Equality, 2015), which leads
them to report feeling particularly vulnerable. Non-European doctors’ reluctance to voice is
consistent with previous studies of silence and voice, which have found that ethnic minorities
in western settings may be more likely to choose silence (Meares et al., 2004).
Exit, voice, loyalty or neglect
If reluctant to use voice in response to dissatisfaction with workplace conditions, as the 227
respondents in this studywere, doctors are left with three other options according to Hirschman
(1970) and Rusbult et al. (1982) – exit, loyalty or neglect. Theymay continueworking within the
system (loyalty). They may leave the Irish health system to practise medicine elsewhere, leave
hospitalmedicine for a different speciality or for another profession, or retire (exit). Equally, they
may remain within the system but neglect parts of their work or their non-work lives. Studies
from the corporate world indicate that neglect of work duties is an often-used alternative to
voice (Naus et al., 2007; Withey and Cooper, 1989). Professional and ethical obligations to avoid
patient harm are likely to dissuade doctors from workplace neglect, but apathy and
disengagement, as demonstrated in these findings, may be regarded as a form of neglect.
Many respondent doctors indicated, without prompting, that their silence led directly to
plans or hopes for exit. Of the 227 silent respondents in this study, 181 mentioned considering
either leaving Ireland to practice medicine or leaving medicine altogether. When voice poses a
high risk, high energy cost and only a slight possibility of improvement, but exit almost
guarantees improvement, exit may come to be seen as a better use of energy (Hirschman,
1970). This may be especially true of early career doctors, for whom the social and emotional
costs of exit are lower and the potential cost of voice is high, as Humphries et al. (2019a, b)
suggest. Ireland already has a high rate of doctor emigration; studies suggest this is influenced
by health system factors (Byrne et al., 2021; Humphries et al., 2019a, b). High emigration rates
perpetuate more exit, as people “underestimate the effectiveness of voice when exit is
dominant” (Hirschman, 1970, p. 125). Therefore, workplace silence and the unwillingness or
inability to voice are key factors in the issue of retention for the medical workforce in Ireland.
Working conditions and patient safety: a consistent need for voice
Enabling voice effectively for all hospital workers at an organisational level has been shown
to have positive outcomes both for patients’ safety (Schwappach and Richard, 2018;
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Wilkinson et al., 2018a, b) and clinical outcomes (Edmondson, 2019), as well as reducing
burnout and improving retention and motivation (Hujala and Rissanen, 2012; Tucker and
Edmondson, 2003; Wilkinson et al., 2018). Respondent doctors understood the importance of
using their voices to speak up about direct patient safety issues. However, the same
consideration for voice relating to their ownworking conditions was not evident, indicating a
disconnect in doctors’minds between their own conditions at work and the care they are able
to provide patients. Doctors are trained and encouraged to voice patient safety concerns
(Ward et al., 2019), but are not similarly encouraged to voice concerns about their working
conditions. Doctors may be weighing the “cost” of voice in each situation (Hirschman 1970),
where silence is costly for patient safety and may cause death, but it is voice that is costly for
their own conditions when there may be severe professional repercussions. Yet, Avgar et al.
(2016) and Wilkinson et al. (2020) provide clear links between patient safety and hospital
working conditions. Likewise, West et al. (2018) show that patient safety and satisfaction are
linked to physician well-being, which is negatively affected by silence. Initiatives to train and
encourage hospital doctors to voice patient safety concerns are certainly positive steps
towards high-quality healthcare, but to fully optimise patient safety, voice regarding doctors’
working conditions needs to be encouraged and resolved too.
Further research and implications
For practice, these findings offer valuable insights into the organisational, professional and
cultural challenges to effective voice for hospital doctors. In particular, they indicate that
many doctors across all grades are silent due to apathy and a lack of faith in the ability to
change the system. Reputational risk, lack of energy and time, a perceived inability to effect
change and cultural norms all discourage doctors from raising concerns about working
conditions. Furthermore, many would prefer to make plans to exit rather than voice their
concerns. This poses a real risk to hospital administrations and health services, especially in
the COVID-19 environment where healthcare worker recruitment is highly competitive and
destination countries are actively pursuing trained doctors with amind to emigrate (Graham-
McLay, 2020). A “polyphonic” approach (Hujala and Rissanen, 2012), where multiple voices,
including critical voices, throughout all levels of the hospital workforce are sought and given
space, can promote innovation and development and contribute to organisational success for
the hospital and health system. Another approachmay be to follow the model of the “freedom
to speak up guardian” in place in the UK’s NHS, which emerged in the wake of the Francis
report demonstrating the horrific impact of employee silence on patient safety issues
(Hughes, 2019). The guardian is an independent officer within the healthcare organisation
who encourages doctors to voice their concerns in confidence, escalates them confidentially to
responsible stakeholders and ensures voicing doctors are aware of actions relating to their
concerns; this may help provide a safe alternative route through which to voice concerns.
The policy implications of these findings reinforce the need for health systems across the
world, including the Irish system, to encourage organisational and professional cultures,
which are open to hearing and learning from frontline staff, without professional risk for
those staff. Such a culture needs to be created and nurtured collaboratively by multiple
stakeholders up, down and across the hierarchies and silos of the system (Edmondson, 2019).
As the 2015 Francis inquiry into the NHS found, when staff voice is ignored or seen as
professionally unsafe within a health system, changes to culture and practice need to bemade
not only at a workplace level, but at a broader system level (Hughes, 2019). Hospital
administrators, health services, medical training colleges and governments need to
understand and temper the factors that lead hospital doctors to remain silent about
problematic working conditions, to build a safe, open system for enabling voice and





safety and staff motivation and retention, particularly important in the rapidly changing
frontline context of COVID-19 where apathy and fear may have severe consequences
(Bohmer et al., 2020; Daphna-Tekoah et al., 2020).
These findings have opened the door to many potential avenues of future research on
voice among hospital doctors. Quantitatively, an in-depth exploration of whether doctors’
likelihood of choosing voice or silence is linked to other factors in their evaluations and
experiences of their workplaces may be fruitful. Qualitatively, asking doctors who would
choose voice what factors make them feel confident to do so, or asking doctors unsure
whether they would voice concerns what factors might positively or negatively influence
their decision, and whether these vary by group, may shed further light on voice behaviours
and motivating factors in healthcare organisations. While Humphries et al. (2019) touch on
the role of lack of voice in emigration decisions of Irish doctors, future studies could more
explicitly examine the connection between lack of voice and the pursuit of loyalty or neglect
(Allen and T€uselmann, 2009) amongst hospital doctors in Ireland. Studies could also explore
empirically whether the psychological and physiological effects of lack of voice mentioned by
Morrison and Milliken (2000) are experienced by hospital doctors. Studies of the use of social
media at work as a form of workplace voice by doctors may shed light on whether silent
doctors are raising concerns about working conditions in other ways, particularly the new
generation of doctors (Holland et al., 2019). Comparative studies between Ireland and other
nations may illuminate whether the factors limiting voice are specific to Irish cultural and
health system phenomena, or are indicative of wider professional norms.
Limitations
The findings of this study may not be representative of the experience of all hospital doctors
for several reasons. Firstly, the low response rate, while similar to previous studies of doctors
(O’Brien et al., 2019; Shanafelt et al., 2019), may mean that the response trends within the
cohort of respondents are not representative of the wider profession. The response rate and
the self-selecting nature of participationmay alsomean the possibility of bias, as respondents
may be made up of doctors with more negative experiences wishing to express their views
anonymously. Alternatively, some doctors who experience very high levels of fear at
speaking out about conditionsmay have declined the opportunity to participate in the survey
over fears of disclosure and repercussions, despite clear messaging around the anonymity
and security of responses. Open-ended responses within the survey may also not have
captured the experiences of all doctors, or even all respondents, as open-ended questions
often have higher non-response rates, and some respondent groups aremore likely to provide
responses in this format than others (Miller and Lambert, 2014). Specifying a definition of
“working conditions”, or providing a list of potential issues from which respondents could
select, may have shed more light on the particular concerns they had but chose to remain
silent about. Finally, the survey also only provided the option for silent doctors to explain
why they would not raise concerns; asking voicing doctors for the reasons why they do raise
concerns, or unsure doctors what factors might influence their choice, may have provided
counterpoints, which strengthened this study’s findings.
Conclusion
This study has highlighted why hospital doctors may opt to remain silent about their work-
related concerns. Silence places doctors at risk of self-neglect, burnout and exit. This poses
risks in particular for the Irish hospital system, given its existing issues with stress and
scarcity, precarity, competitive progression and heavy reliance on migrant and temporary
workers. There is a need for thoughtful solutions to encourage and protect voice for those
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hospital doctors who are silent out of fear. There is also a need to encourage a culture of
change and improvement informed by frontline voice, to re-engage those hospital doctors
who are silent out of apathy. This is increasingly pertinent in world where COVID-19
continues to challenge the capacities of healthcare systems and healthcare organisations, as
well as theworking lives andwell-being of themedical workforce. Significant changes to both
the operating environment and organisational culture of hospital systems, and the
professional culture of medicine, can help address the factors preventing doctors from
exercising their rights to workplace voice mechanisms and raising concerns.
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